
tient compliance. Although not all
drug therapy is expensive the
more severe dyslipoproteinemic
states often require costly therapy.
New and tolerable drugs have
made this feasible and effective
on a broad scale. However, these
advances have not yet been evalu-
ated from the point of view of
cost-effectiveness or long-term
safety, which compounds the phy-
sician's dilemma.

Although people are responsi-
ble for their own behaviour, put-
ting all the onus on them for their
obesity, drinking, smoking, dys-
lipoproteinemia, hypertension
and diabetes mellitus will not re-
lieve the genetic or environmental
factors that may also underlie the
risk of CHD or the associated
risks of stroke, emphysema, lung
cancer, cirrhosis, uremia, blind-
ness and arthritis.

Bernard M.J. Wolfe, BM, BCh, FRCPC
Professor of medicine
University of Western Ontario
London, Ont.
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Preventing suicide

B oth "Prevention of sui-
cide" (Can Med Assoc J
1990; 142: 1223-1230), by

Jane E. McNamee and Dr. David
R. Offord, and "Periodic health
examination, 1990 update: 2.
Early detection of depression and
prevention of suicide" (ibid:
1233-1238), by the Canadian
Task Force on the Periodic Health
Examination, provide comprehen-
sive reviews of current statistics
on suicide and its relation with
mental or physical illness. Unfor-
tunately, both papers all but ig-
nore the contribution of social
breakdown and the dehumanizing
effects of modem society, as out-
lined in Dr. Ray Holland's letter
"Suicide among teenagers" (ibid:
1362).

The suicide rate is increasing
despite improved screening proce-
dures, better treatment of psychi-
atric illness and greater physician
awareness, a fact that should at
least suggest that suicide is not
primarily a medical problem. My
concern is that articles such as
these, no matter how well inten-
tioned, perpetuate the inappropri-
ate medicalization of a social and
political phenomenon. There are
no figures to show that the preva-
lence of major depressive illness is
increasing, but there is much to
suggest that simple unhappiness
with the world is. When the ex-
pectation that clinical medicine
will provide the solutions is not
met the next step logically ac-
crues: society criticizes medicine
for failing to prevent suicide.

The current stratagems sug-
gested by the task force are not
primary preventive interventions
but secondary disease-detection
ones. A truly preventive program

would involve social, religious
and political lobbying against the
factors perceived to be responsible
for social disintegration, existen-
tial nihilism and the spiritual de-
spair of late 20th century society.
The promotion of traditional val-
ues, the sanctity of the family,
gender stereotyping and the male
versus female parental role mod-
els of previous decades are not
popular in this age of personal
freedom. In Canada's case the ris-
ing incidence of suicide may well
be one of the prices paid for the
Charter of Rights and Freedoms.

Timothy J. Holden, MB, FRCPC
Staff psychiatrist
Alberta Hospital Ponoka
Ponoka, Alta.

[McNamee and Offord respond.]

We fully agree that any compre-
hensive suicide prevention pro-
gram must take into account the
dehumanizing effects of modern
society and the current social dis-
integration. We are also aware
that suicide is not solely a medical
problem with only clinical solu-
tions.

Our article was written within
the context of the periodic health
examination and was aimed at
recommending strategies that
might help primary care physi-
cians to evaluate suicide risk and
implement effective prevention
programs in their practices. The
reason for addressing primary
care physicians, who, moreover,
are the focus of the task force's
mandate, is that studies have indi-
cated that many adolescents,'
adults2 and elderly people3 who
commit suicide contact their fam-
ily physician shortly before the
event. Therefore, the primary care
physician is' in a unique position
to detect those at risk for suicide,
particularly people in the high-risk
groups we described. Our goal was
to draw attention to these groups,
document their risk, estimate the
increased magnitude of risk over
that of the general population and
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evaluate the strength of the evi-
dence for the effectiveness of sui-
cide prevention programs imple-
mented by the family physician in
an office setting. It was never our
intention to "medicalize" the
issue of suicide.

To address the spiritual or
social aspects of suicide within the
framework of our research paper
would have been inappropriate.
The relation of changing values
and attitudes to suicide is a con-
tentious issue and needs much
research. It is not necessarily per-
tinent to the family physician's
role in the prevention of suicide
in his or her practice.

Jane E. McNamee, MA
David R. Offord, MD
Child Epidemiology Unit
Chedoke Division
Chedoke-McMaster Hospitals
Hamilton. Ont.
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In his letter practising psychiatrist
Ray Holland invokes the reported
increasing rate of suicide among
teenagers to promote his political
views.

The issues of adolescent de-
pression and suicide are serious
and complex. Although it is Hol-
land's prerogative to opine that
"never-ending socialistic universal
programs" are the main cause of
the rise in the rate of teenage
suicide, it is mine to point out
that such opinions are egregious
nonsense. Which "socialistic"
programs does he suggest we
scrap? OHIP? What remedy does
Holland propose for those he be-
lieves to be troubled because they
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are "overinformed by the media"?
Ignorance? Of what clinical or
public health use is his attribution
of an increased adolescent suicide
rate in Quebec to the putative
"identity crisis the province is
going through"?

The authorities quoted in
"Teen suicide",' on which Hol-
land based his letter, offer several
proposals. These include a nation-
al school-oriented suicide preven-
tion program with medical back-
up, the organization of social sup-
port systems, a therapist for every
troubled teenager and improved
skill of physicians in recognizing
depression in adolescence. Rather
than limiting social programs and
the spread of information, as Hol-
land suggests, these physicians
would expand them. By contrast,
Holland offers no solutions other
than (presumably) to undo all so-
cial change since Queen Victoria.
Even this much is guesswork for
the reader: Holland's reactionary
cri de coeur is clearer about what
it is against than what it is for.

I challenge Holland's view
that modern society is more "de-
humanizing" than earlier ones.
Not long ago, physical abuse of
children was common (and under-
reported), sexual abuse was social-
ly invisible, and medical care was
a privilege of the financially com-
fortable. Many "traditional" fami-
lies were held together by an
abused wife who had no alterna-
tive. Holland seems to yearn for
an idyllic past that is largely myth.
For many, life then was elitist,
sexist, racist and, further back,
*solitary, poor, nasty, brutish and
short".2

Although Holland has a per-
fect right to his political views I
deplore his tactic of foisting them
on the readers of CMAJ in the
guise of commentary on an impor-
tant clinical issue.

Timothy T. Yates, MD, CM, FRCPC
Acting head
Mental Health Program
tlberta Children's Hospital
Calgary, Alta.
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[Dr. Holland responds.]

Instead of giving reasons for the
escalation of the teenage suicide
rate in Canada Dr. Yates merely
states that it is a serious and
complex subject, then explodes
into a tirade and accuses me of
exploiting such a tragic issue to
promote my particular political
views.

By not only completely ignor-
ing the role of social breakdown
and the dehumanization of mod-
em society in suicide but actually
applauding today's society, Yates
exhibits cultural illiteracy and not
just evidence of the "medicaliza-
tion of suicide", as discussed in
the letters of Holden and of
McNamee and Offord.

This is not the first time
Yates has demonstrated myopia.'

The point about the apparent-
ly never-ending socialistic govern-
ment programs is that they are
legislated regardless of what polit-
ical party is in power.

My friend and colleague Dr.
Hugh Sampath, in his 1989 presi-
dential retirement speech to the
Canadian Psychiatric Association,
referred to the increasing un-
healthy dependency being fostered
in Canada by self-perpetuating
''government helping" agencies
(personal communication). How-
ever, as a rich country Canada can
afford to continue with such pro-
grams for longer and at less evi-
dent cost than poorer countries.

Ray G.L. Holland, BM, BCh, FRCPC
Box 4584
80 Fraser St.
Port Colborne, Ont.
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